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CHAPTER 9:  Site Budget and Claims Reimbursement 
 

Policy: Each site's contract with CDA covers funding, budgets and 
billing. The language in the contract is controlling and should 

always be consulted regarding these issues. 
 

Purpose: This chapter provides minimum standards for establishing a 
system to assure financial accountability of the program, and to 

ensure the appropriate utilization of fiscal resources. 
 

References: 
 CDA Standard Agreement (Site Contract).  

 Home- and Community-Based Services Waiver 

#0141.R04.00, Appendix I: Financial Accountability. 
 

9.000 Budget 
Each site's line item budget is incorporated into their contract with CDA.  The 

budget reflects the combination of Federal Title XIX funds matched with 
State general funds. 
 

9.010 Budget Categories 
MSSP site budgets are separated into three general types of expenditures: 

 
 Care Management (CM): Line items listing each individual care 

management staff person, their full-time equivalency (FTE), and their 
salary and benefits. 

 
 Care Management Support (CMS): Line items listing administrative 

staff information and detailed operating expenses that support care 

management functions. 
 

 Waiver Services (WS): One line listing the total amount budgeted for 
the site’s total waiver service funds. 

 
It is the site’s responsibility to monitor expenditures by category to make 

sure they do not overspend in any category unless it is their intent to 
supplement using local resources. 

 
9.020 Budget Changes 

Changes to a site's budget can be accomplished in one of two ways: 
 

1. A formal amendment to the contract is required for any change 
(increase or decrease) to the total amount of the budget. 
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2. Submission of a Revised Budget. Subject to certain restrictions, funds 

can be moved between the categories of Care Management (CM), Care 
Management Support (CMS), and Waiver Services (WS). 

 
Budget revisions are necessary during the Fiscal Year to align program 

operations (CM & CMS) that have a variance greater than 5% from the 

anticipated expenditure categories on the approved budget. Budget 
revisions should be submitted in a timely manner to allow for rate 

adjustments to be implemented thereby aligning expenditures and 
receivables by category. 

 
Movement of funds out of Waiver Services is not permitted without 

approval from CDA. Formal procedures to request movement of funds 
out of WS must be followed. Movement of WS funds may be One Time 

Only (OTO) for unforeseen circumstances or as a permanent reduction 
in WS levels. Sites should contact CDA to confirm required criteria. 

 
OTO requests may be submitted during the 4th Quarter of the fiscal 

year and must provide the following: 
 

 detail as to the nature of the unforeseen circumstance 

 the specific amount of WS to be moved 
 description of other cost savings being implemented 

 proposed method for leveraging the cost in the next FY  
 

The OTO request must be accompanied by a revised budget and 
include the projected new maximum threshold for CM and CMS.  

 
A Request for Permanent Reduction for WS level can be submitted at 

any time and must include description of other cost savings that have 
been implemented, new resources that are in place, and declaration 

that the level of services to the clients are not impacted. The request 
must be accompanied by a revised budget and include the projected 

new maximum threshold for CM and CMS. CDA will review the request 
using a 3 year ‘look back’ of the site’s operational performance prior to 

providing a response. Additional information may be requested by 

CDA. 
 

A site may submit a budget revision at any time to align the CM and 
CMS categories.  Requests to move funding between CM and CMS 

categories must be in writing and align with MSSP procedural 
requirements. 
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9.030 Reimbursement Process 

MSSP is a reimbursement program with defined budget categories. The site 
submits claims to capture the allocated funds by category each year.  There 

are three categories for claims reimbursement: 
 

 Care Management (CM) 

 Care Management Support (CMS) 
 Waiver Services (WS) 

 
Care Management and Care Management Support  

CDA sends formal correspondence to the site at the beginning of the fiscal 
year advising of the maximum threshold for both CM and CMS. These are 

calculated by CDA using figures from the Site’s approved budget and the 
contracted caseload level.   

 
Each site submits claims electronically and utilizes a software system of their 

choosing. The site sets the billing levels (rates) in their system and should 
enter the amount to align with the actual enrollment levels, without 

exceeding the maximum threshold. During the year, sites must continue 
to monitor enrollment levels, tracking expenditures and receivables 

to ensure they align by category.  

 
If the site needs to increase the CM and/or CMS rates above the maximum 

threshold, a request must be submitted to CDA. In some instances a budget 
revision may be indicated.   

 
CM and CMS are billed monthly on each active eligible participant over the 

twelve months of the Fiscal Year. CM and CMS may be billed upon the close 
of the month and separately from WS purchases. Sites are responsible to 

monitor billing to make sure the billed CM and CMS does not exceed funding 
by category. 

 
Waiver Services (WS) 

Waiver Service funds are used for services and products purchased for 
participants. At the start of the budget process, CDA sends formal 

correspondence to each site confirming full contract amount and the specific 

amount that has been designated for Waiver Services. In preparing the 
budget, the site enters the Waiver Service amount on the corresponding 

line. These funds are accessed on a reimbursement cycle as purchases are 
completed. The billed amount must match the purchase price and be 

supported by an invoice or bill of sale that links the service/item to the 
participant. 
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Specific costs for services and/or items are established by each site through 

their vendor contracting process and maximum billable amounts are listed 
on the Site Rate Sheet (Section 8.400 Vendor Rates, Appendix 31). The 

amounts on the Site Rate Sheet for a service or item should be equal to or 
greater than the maximum contract vendor rate. 

 

It is the site’s responsibility to monitor the expenditures and receivables by 
category to make sure the CM and CMS billed claims and receivables are 

drawing down the funds appropriately. Likewise it is the site’s responsibility 
to have a system in place to monitor the WS category for even distribution 

of expenditures over the fiscal year while maximizing use of the available 
funding for the participants.  

 
Historically, all participants have been “Fee for Service” with claims 

submitted for reimbursement following the month of service. With the 
advent of CCI, there are different requirements for payment and data 

reporting that are detailed within the contracts between sites and health 
plans for health plan members that are MSSP participants.  

 
9.030.1 Threshold Rate Change Requests 

Requests to increase the rate threshold must be made in writing (e-mail 

acceptable) and should include the following: 
 

 ZCode;  
 Service Code;  

 Service Description; 
 Unit Type; 

 New threshold amount; and  
 Effective date for billing.  

 
Changes for CM & CMS may necessitate an explanation and revised budget.  

 
The process for rate adjustments may take several weeks. The site must not 

commence billing at the new rate until formal confirmation is received from 
CDA. 

 

Sites do not need to request reductions to the amounts listed on the Site 
Rate Sheet as those are maximum thresholds. At any time the site can 

reduce the amount billed to align with the enrollment levels and the amount 
of funding available for the month for the categories of CM and CMS. 
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9.100 Claims Billing/Reimbursement 

Claims are to be coded and submitted for payment in accordance with the 
reimbursement methodology and processes set forth in the waiver including: 

 
1. All MSSP participants are Medi-Cal eligible. 

 

2. Claims submitted for each participant are run through the California  
Medi-Cal Management Information System (CA-MMIS) to check for 

Medi-Cal eligibility prior to payment. 
 

3. Individuals served by MSSP may either reside in the community, or  
be in their last 180 days of stay in a hospital or nursing facility and 

pending discharge into the community.  For those in an institution, 
program eligibility is not finalized and billing cannot occur until the 

discharge action is implemented. 
 

4. All billed services are identified in an approved care plan. 
 

5. Vendor claims must be verified by the primary care manager against 
the care plan prior to payment to vendors by the site.  

 

9.110 Billing Process 
Billing is completed electronically.  Sites select software for electronic billing 

and contract directly with the software provider. Reimbursement for Fee for 
Service participants is provided through the fiscal intermediary contracted by 

Medi-Cal.  
 

Sites must follow current Medi-Cal billing procedures.  
 

For non-institutionalized participants (home one day during the month), 
each site prepares a monthly billing for services provided to each participant.  

The bill is submitted electronically to the Medi-Cal fiscal intermediary that 
edits the claim, pays it under the HCBS Federal Financial Participation (FFP) 

rate, and includes the participant, service and payment data in CAMMIS. 
 

Services for institutionalized individuals are billed as follows: 

 
a. Qualifies for MSSP 

For those individuals who are discharged into the community as 
planned, the cumulative total of care management and other services 

received while in the institution is billed and paid as a special single 
unit of Deinstitutional Care Management (DCM) under the HCBS FFP 

rate.  This billing cannot occur before the person leaves the institution 
and is enrolled in the waiver. 
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Sites can bill for Care Management (CM) and Care Management 

Support (CMS) services once in each month for each individual. Do 
not bill these services to both DCM and the waiver in the same 

month.  For individuals receiving DCM services that subsequently 
qualify for and are enrolled in the MSSP waiver, the CM and CMS 

services the month in which enrollment occurs should be billed under 

the waiver as a regular MSSP participant and not included in the DCM 
billing.   

 
For example:    

The participant began receiving DCM services July 7, 2015.  The 
participant was discharged from the nursing facility on September 18, 

2015. The participant was enrolled in MSSP on September 18, 2015. 
 

o DCM Billing: CM and CM Support services for the months of July 
and August are billed under DCM, along with any waiver services 

purchased prior to discharge.   
 

o MSSP Billing: CM and CM Support services for September are 
billed to MSSP as a regular MSSP participant and not included in 

the DCM billing. 

 
b. Does not qualify for MSSP 

 
 For those individuals who are discharged into the community with 

a Medi-Cal aid code not covered by the waiver, the cumulative 
total of CM, CMS and other services received while in the institution 

is billed and paid as a special single unit of Deinstitutional Care 
Management under the Administrative Case Management FFP rate.  

This billing will be initiated immediately upon discharge utilizing the 
individual’s institutional aid code. 

 
 For those individuals who either die or decide not to follow through 

with discharge plans, the cumulative total of CM, CMS and other 
services received while in the institution is billed and paid as a 

special single unit of Deinstitutional Care Management under the 

Administrative Case Management FFP rate.  This billing will be 
initiated effective the date of death, or as soon as the decision to 

abort discharge planning is made. 
 

9.120 Reimbursement & Remittance Advice Details (RADs) 
The fiscal intermediary provides Remittance Advice Details (RADs) to sites 

with payment for services billed.  RADs document the reimbursements 
itemizing the billed services by participant. If any service(s) submitted to the 
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fiscal intermediary for payment is reduced or denied, there will be an entry 

providing a denial ‘code’. Explanations for the denial ‘codes’ are listed on the 
RAD. It is the responsibility of the site to reconcile the RADs to the billed 

services.  
 

All denials should be reviewed to ascertain the reason for the denial. If the 

RADs are maintained by the Fiscal Department, the Site Director or SCM 
should be provided copies to evaluate the nature of the denials and assess if 

any of the denials require further evaluation.  
 

The fiscal intermediary does not monitor reimbursements by category. It is 
the site’s responsibility to monitor expenditures and receivables by category 

to ensure the approved budget amounts are not exceeded. This is especially 
critical for CM and CMS due to fluctuations in enrollment levels. In the event 

the site overbills by category, it may be necessary to return the funding 
through the Medi-Cal CIF (claims information form) process or following the 

CDA Fiscal Audit. 
 

Reimbursements must be supported by expenditures and should align with 
the approved budget by category. This provides the foundation for the Close 

Out process for the fiscal year. 

 
 

 
 

 
 


